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K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062| K062 $5=E o i
SS=E Life safety code standards
Required automatic sprinkler systems are
continuously maintained in refiable operating Facility required automatic sprinkler systems are
condition and are inspected and testad continuously maintained in reliable operating
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25, copdition andtare inspected and tested periodically,
5.7.5
Cited Deficient Practice;
; . . No specific residents were identified.
This STANDARD is not met as evidenced by:
Based on observations, it was determined the Tdentification of Other Residents Potentialiv
facility failed to continuously maintain the Affected:
sprinkler system. Resident residing in the facility have the potential to-
; be affected.
The finding included: o aree
. - Measures/Systemic Changes Impiemented:
On 9110/ 13 at 11:50 AM, observation within the Audit weekly X4 then monthly X3 by Maimenance
sprinkler riser raom revealed there were only only Director the sprinkler heads in sprinkler riser room.
five extra sprinklers instead of six.
. Monitoring;
The finding was acknowledged by the These findings will be presented by Maintenance in
Administrator and \verified by the Maintenance the monthly Quality Assurance Committee monthly
Director during exit interview on 9/10/13. x4 months which is attended by the Executive
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147 Director, Director of Nursing, Medical directer,
S8=E . . . . Social Services, Activity Director to determine
Electrical wiring and equipment is in accordance compliance.
with NFPA 70, National Electrical Code. 9.1.2
This STANDARD is not met as evidenced by:
Based on tbhservation, it was determined the
facifity failed to maintain the electrical system,
The finding included:;
On 9/10/13 at 10:30 AM, observation within the
beauty pallor revealed the electric cord to the hair
dryer was overly stretched.
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This was acknowledged by the Administrator and Life safety code standards

verified by the Maintenance Director during the
exit interview on 9/10/13.
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Facility ensures electrical wiring and equipment is in
accordance with NFP A 70.

Residents Afiected/Potentialiy Affected by the
Cited Deficient Practice:
No specific residents were identified,

Idencification of Other Residents Potentially
Affected:

Resident residing in the facility have the potential to
be affected. '

Measures/Svstemic Changes Im iemented:

Audit weekly X4 then monthly X3 by Maintenance
Director efectrical cords in beauty shop area to ensure
electrical wires length is appropriate..

Monitoring:

These findings will be presented by maintenance in
the monthly Quality Assurance Committee monthly
x4 months which is attended by the Executive

Director, Director of Nursing, Medical director,

Social Services, Activity Director to determine
cempliance,
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